program directed by the University of Costa Rica, which promotes the participation of older adults within the university by biannual courses in different areas. The AGECO program is an institution that oversees older adult rights, inclusion and participation of the elderly within Costa Rican society, offering various services such as educational programs and volunteer work.
The recruiting process for this research was carried out directly through the groups and institutions by visiting and personally inviting any person interested in participating that signed up for the research project. The research team then contacted each interested party. Through a short phone interview, each subject was selected taking into account a previously defined inclusion and exclusion criteria, which was approved by the Scientific Ethics Committee of the University of Costa Rica.
The inclusion criteria were to complete an informed consent, have an age between 65 and 85 years, complete a cognitive screen and score on the "unimpaired" range, being from a community dwelling, have adequate visual and auditory abilities to perform all aspects of the cognitive and functional assessments, have stable doses of medications for at least 30 days prior to screening, and verbally assents to participate in all scheduled evaluations. Volunteers were excluded if showed moderate cognitive impairment as determined by a Mini-Mental State Examination score < 24 (Folstein, Folstein, & McHugh, 1975) , had current clinically significant major psychiatric disorder (e.g., Major Depressive Disorder) according to DSM-IV (American Psychiatric Association, 1995) or significant psychiatric symptoms (e.g., hallucinations) that could impair the completion of the study, a history of clinically-evident stroke, clinically-significant infection within the last 30 days, history of drug or alcohol abuse or dependence within 2 yr.), current clinically-significant systemic illness likely to result in deterioration of the patient's condition or affect the patient's safety during the study, or significant pain or musculoskeletal disorder that would prohibit participation in fitness testing. As an example, any subjects reporting a history of brain trauma, stroke, symptoms of depression or any diagnosis of a neurocognitive disorder, were excluded from the study.
Procedures

Physical Assessment
The physical assessment included body height (m) and weight (kg), body mass index (BMI= kg/m 2 ), resting blood glucose (mmol/l), systolic (SBP) and diastolic blood pressure (DBP) (mm Hg), mean arterial pressure (MAP), 6-min walking test (6-MWT) (m) (Balke, 1963) and handgrip strength (kg) measures. Resting blood glucose was measured with a finger prick method using a digital glucometer True Result (Nipro Diagnostics, Inc., USA). Resting SBD and DBP were measured three times with a digital blood pressure monitor Citizen CH-302B (Premier Precision Ltd., Hong Kong). The lowest value of the three measurements was used for statistical purposes. The 6-MWT measures the distance an individual is able to walk over a total of six minutes on a hard, flat surface. The participant was required to walk as far as possible in six minutes. The individual was allowed to self-pace and rest as needed as traverse back and forth along a marked walkway. Peak aerobic power (VO 2 peak) was 2.567 (gender: 1 male, 0 female) ± 3.25 ml· kg -1 · min -1 (R 2 = 0.48) (Peralta-Brenes et al., 2018) . Finally, handgrip strength was measured on the dominant hand with a Camry, model EH101 (Japan) handheld dynamometer with an accuracy of 0.1 kg.
Nutrition Habits
Nutrition habits were measured using an ad hoc interview. Questions included meal schedule, types of meals, use of food supplements, fats and added sugars. A registered nutritionist analyzed the food composition and computed carbohydrate (CHO), fat, protein, and total energy intake using a nutrition software (http://nutre.in/) (Colin de Jesús, 2015) . The total energy intake was estimated from breakfast, lunch, dinner and energy from added sugars.
Cognitive Evaluation
Depression was assessed by the Geriatric Depression Scale (GDS) (Yesavage et al., 1982) . The instrument allows scoring a point for each answer that indicates depression (usually bolded in the form).
A score of above five suggests depression. Fatigue was assessed by the Multidimensional Assessment of Fatigue (MAF) (Belza, 1994) . A Global Fatigue Index (GFI), is computed from the scale, where a higher score indicates more severe fatigue, fatigue distress, or impact on activities of daily living. The Lifetime Cognitive Activity (LCA) scale (Wilson, Barnes, & Bennett, 2003) was measured with a 25-item interview. During the interview, the frequency of common cognitively demanding activities, such as reading books, newspapers, and magazines, writing letters, going to the library, and playing games, was recorded across age epochs at year 6, 12, 18, and 40 (retrospectively), and at the current age. Responses are scored on a 5-point Likert scale ranging from 1 (once a year or less) to 5 (every day or almost every day).
The protocol was approved by the Scientific Ethics Committee of the University of Costa Rica. All participants were fully informed about the purpose of the study, and at any time had the right to withdraw. Confidentiality of the participants was fully respected. In addition, to increase reliability and power, the research protocol was designed a priori with a misplaced data design and multiple imputation of missing data, where participants answered two thirds of the items of the cognitive questionnaires to diminish attrition (Enders, 2010; Graham, Hofer, & MacKinnon, 1996; Graham, Taylor, Olchowski, & Cumsille, 2006; Valdivieso-Mora et al., 2018) .
In San Jose, each participant attended two sessions of data collection; the first session included filling out questionnaires and performing a physical evaluation, and the second session included a neuropsychological evaluation. In Guanacaste, most of the participants attended an average of three sessions of data collection; the first two sessions were primarily used for filling out the questionnaires, and the third session included both the physical evaluation as well as the neuropsychological evaluation.
This additional session was required since most of the participants had a low educational level or were not entirely familiar or comfortable with the evaluation methods, some either expressed fatigue due to the extensive nature of the questionnaires or required more clarification pertaining to the content. In Physical Assessment. ANOVA main effects showed that regardless of gender, urban participants showed higher MAP (p = 0.029, 95%CI = 0.8, 14.9), higher VO 2 peak (p = 0.044, 95%CI = 0.0, 2.1), and lower blood glucose levels (p = 0.014, 95%CI = 0.1, 1.1) than rural participants ( Table 2) .
Regardless of the residency zone, males were taller (166.9 ± 0.9 vs. 155.2 ± 0.5 cm, p ≤ 0.001, 95%CI = 9.7, 13.7), heavier (77.3 ± 1.8 vs. 66.9 ± 0.8 kg, p ≤ 0.001, 95%CI = 6.6, 14.3), and showed higher mean education (13.2 ± 0.4 vs. 11.3 ± 0.7 yr., p = 0.015, 95%CI = 0.4, 3.6) than females. Females showed lower DBP (70.7 ± 0.7 vs. 75.6 ± 1.4 mmHg, p = 0.002, 95%CI = Education (yr.) 15.5 ± 5.3 12.7 ± 5.0 13.4 ± 5.2 10.9 ± 4.5 9.8 ± 5.5 10.0 ± 5.3
Family members 2.9 ± 1.3 3.0 ± 1.7 3.0 ± 1.6 2.9 ± 1.4 2.4 ± 1.4 2.5 ± 1.4
Age ( Nutrition Habits. Differences regardless of gender were found in nutritional habits between older adults from urban and rural zones. Older adults from urban zone consumed more meals/day (p = 0.002, 95%CI = 0.2, 0.8), and more breakfast/week (p = 0.013, 95%CI = 0.1, 0.6) than older adults from rural zone (Table 3) . However, older adults from rural zone consumed more daily energy (p ≤ 0.001, 95%CI = 862.3, 1877.8) than urban older adults.
Older adults from rural zone consumed more CHO (p ≤ 0.001, 95%CI = 13.0, 36.2) and protein (p ≤ 0.001, 95%CI = 2.7, 8.5), and had a higher energy intake (p ≤ 0.001, 95%CI = 307.5, 853.3) at breakfast than urban older adults. They also consumed more CHO (p = 0.033, 95%CI = 0.87, 20.8) and
protein (p = 0.003, 95%CI = 1.5, 7.4) and had a higher energy intake (p = 0.006, 95%CI = 83.1, 484.2) at lunch than urban older adults. In addition, they consumed more CHO (p ≤ 0.001, 95%CI = 10.1, 32.1), fat (p = 0.002, 95%CI = 1.0, 4.7) and protein (p ≤ 0.001, 95%CI = 3.2, 10.0), and had a higher energy intake (p ≤ 0.001, 95%CI = 339.3, 845.9) at dinner than urban older adults. Breakfast/week (days) 7.0 ± 0.0 6.9 ± 0.6 6.9 ± 0.5 6.5 ± 1.6 6.7 ± 1.2 6.7 ± 1. Lunch/week (days) 7.0 ± 0.2 6.9 ± 0.3 7.0 ± 0.3 6.7 ± 1.3 7.0 ± 0.0 6.9 ± 0.6
Lunch at home (days) 6.3 ± 1.6 6.5 ± 1.2 6.4 ± 1.3 6.7 ± 1.4 7.0 ± 0.2 6.9 ± 0.6 CHO (g) 77. Cognitive Evaluation. An ANCOVA significant interaction was found between gender and zone of residency on MMSE (p = 0.003, Figure 1A ) and GDS (p = 0.050, Figure 1B ). Regardless of gender, older adults from urban zone showed higher adjusted mean scores on GDS than older adults from rural zone (5.7 ± 0.2 vs. 5.1 ± 0.3, p = 0.048, 95%CI = 0.0, 1.3). Regardless of gender, older adults from urban zone showed lower adjusted mean scores on LCA than older adults from rural
